Introduction
Salivary gland tumours are relatively uncommon, comprising less than 3% of all neoplasms of the head and neck.' Coupled with this is a bewildering range of differentiation among individual tumours and frequently within the same tumour mass. The complexity of this group of tumours is illustrated by the fact that in the second revision of the World Health Organisation Histological Classification of Salivary Gland Tumours2" there are over 30 types of epithelial tumours alone and several of these have major subtypes. As the borderline between many of these tumours is blurred I have had to be very selective in the tumours I have chosen to discuss. I have, therefore, grouped a number of tumours and non-neoplastic lesions into broad topics which include clear cell tumours, oncocytic lesions of salivary glands, basal cell tumours, and squamous metaplasia and squamous tumours of salivary glands. I have also considered as a separate entity a relatively recently recognised tumour, the polymorphous low grade adenocarcinoma, which can simulate several other salivary gland tumours but has a relatively good prognosis. Throughout the paper I have used the revised terminology proposed in the second revision of the WHO classification.3
Clear "myoepithelial" cells occasionally constitute a large part of pleomorphic adenomas. This can be in the form of extensive sheets or double layered, duct-like structures with inner, dark stining, cuboidal cells and outer clear cells. Very similar duct-like structures can be seen in adenoid cystic carcinoma and epithelial-myoepithelial carcinomas (fig 1) . In pleomorphic adenomas and adenoid cystic carcinomas typical features are usually found elsewhere in the specimen which make the diagnosis obvious. But this appearance may be an insoluble problem when interpretating limited biopsy material. In salivary tumour diagnosis it is always wise to issue a circumspect report on small incisional biopsy specimens unless they are absolutely typicaleven then the excision specimen can come as an unpleasant surprise. also seen and the stroma is typically fibroblastic. The principal distinction between basal cell adenoma and basal cell adenocarcinomas, however, is invasion of surrounding tissue, including nerves and blood vessels (fig 10) . Such invasion can be seen in tumours which appear to be cytologically benign. Basal cell adenocarcinomas are low grade malignancies with local recurrence in about 25% of cases and metastasis in less than 10% of cases.
Clear cell tumours
Solid (basaloid) adenoid cystic carcinoma This pattem rarely forms the total mass of an Although the tumour islands appear solid, usually small true ducts can be seen within the islands and these may contain eosinophilic secretion. This is an important distinguishing feature from basal cell adenocarcinomas or the 
